The Reproductive Health Needs, Concerns, and Priorities of Women in Midlife by Alspaugh, Amy Elizabeth
Medical University of South Carolina 
MEDICA 
MUSC Theses and Dissertations 
2020 
The Reproductive Health Needs, Concerns, and Priorities of 
Women in Midlife 
Amy Elizabeth Alspaugh 
Medical University of South Carolina 
Follow this and additional works at: https://medica-musc.researchcommons.org/theses 
Recommended Citation 
Alspaugh, Amy Elizabeth, "The Reproductive Health Needs, Concerns, and Priorities of Women in Midlife" 
(2020). MUSC Theses and Dissertations. 520. 
https://medica-musc.researchcommons.org/theses/520 
This Dissertation is brought to you for free and open access by MEDICA. It has been accepted for inclusion in 
MUSC Theses and Dissertations by an authorized administrator of MEDICA. For more information, please contact 
medica@musc.edu. 
	 i	








A dissertation submitted to the faculty of the Medical University of South 
Carolina in partial fulfillment of the requirements of the degree of Doctor of  
Philosophy in the College of Graduate Studies. 
 


























COPYRIGHT  © AMY ALSPAUGH 2020 
  
	 iii	




LIST OF TABLES...……………………………………………………………………………vi 
 







 Women’s Contraceptive Perceptions, Beliefs and Attitudes: An Integrative Review of 
 Qualitative Research 
 
MANUSCRIPT 2..……………………...………………………………………………………30 
 The reproductive health priorities, concerns, and needs of women in midlife: A feminist 
 poststructuralist qualitative analysis 
 
MANUSCRIPT 3……..…………………..………………………………………………….…58 





Appendix A. IRB approval and amendment approval letters………………………..………….82 
Appendix B. Letter of Support from a recruitment site…………………………………………84 
Appendix C. Copyright information from the Journal of Midwifery & Women’s Health……...85 
Appendix D. IRB-approved recruitment material……………………………………………….86  
Appendix E. Introductory Script for Interviews………………………………………………... 89 
Appendix F. Interview Guide for manuscripts 2 and 3………………………………………….90 
Appendix G. Pre-eligibility screening questions for participants……………………………….94 
Appendix H. Demographic Survey for Participants in Manuscripts 2 and 3……………………95 





 This compendium wouldn’t be possible without the support and advice of a host of 
friends, family, and professors. I am in the debt of all who have, knowing or unknowingly, lent a 
hand or voiced their support over the last four years. From babysitting to passing along research 
flyers to reviewing conference submissions, your thoughtfulness has helped make this possible. 
 First and foremost, I want to acknowledge the skilled and thoughtful mentorship I have 
received from Dr. Julie Barroso, my dissertation chair. I knew from our first meeting that she 
would keep me grounded, focused, and rigorous. I had no idea, however, how her guidance and 
encouragement would make me want to push the envelope, ask more, and dig deeper. Her faith 
in my ability and my potential will prove foundational to my career as a nurse scientist. Though 
we don’t exactly share a similar area of research, her belief in the importance of women’s voices 
as the lodestar of women’s health research and clinical practice provided my research with 
justification and meaning. I can’t imagine working on a qualitative research project in the future 
without hearing her sparkling wit and wisdom in my ear. 
 To my other committee members, Dr. Melody Reibel and Dr. Eun-Ok Im, the addition of 
your input has been invaluable. Dr. Reibel always provided a very thorough review of the 
manuscripts, providing edits and revisions that greatly enhanced clarity and readability. Her 
suggestions during data analysis were insightful and helped illuminate the 30,000-foot view. Dr. 
Im was invaluable for her rich expertise in using feminist framework to guide research. Reading 
her article “Practical Guidelines for Feminist Research in Nursing” during the first semester of 
school helped me think about my own research plans in meaningful ways. Having her on the 
committee, receiving her astute feedback, and getting her advice about my career has been a real 
pleasure. 
	 v	
 To the rest of my PhD cohort, three cheers to you all. Your support, laughter, and 
guidance have made this process more manageable. Though we lived across the country, I have 
never felt alone or isolated thanks to you all. You all are an incredible group of scholars and 
clinicians. I can’t wait to see what comes next. 
 To my parents, David and Betty Lou, thank you for never questioning, at least to me, the 
odd and meandering career path I have taken. Your constant support, love, and encouragement 
have seen me through successes and failures my whole life. Thank you for dropping everything 
to travel to Charleston when your babysitting skills were needed, for asking questions that often 
had long-winded answers, and, most importantly, for being an unwavering force of support 
propelling me forward.  
 To my son, Percy, who has not known a single day in this world where I wasn’t in 
school: Thank you for being an easy-going baby and a delightful fun, spirited, and kind toddler. 
You have my whole heart, even if you didn’t always get my full attention. I hope you are lucky 
enough to find work that brings your purpose and fulfillment while also helping improve the 
lives of others. This dissertation is a great feat, but you’re my best creation. 
 To my husband, Dan, who I will never be able to thank enough: I never thought, all those 
years ago when we met as a barista/aspiring midwife and a beer rep/aspiring theater director, that 
we’d be where we are today. Marriage is about love, sure. But it’s also about the rare chance to 
find a person who motivates you, inspires you, challenges you, and pushes you forward. Your 
partnership is the best gift. Thank you, thank you. 
  
	 vi	
LIST OF TABLES 
Manuscript 1 
Table 1. Description of Included Studies Reporting on Women’s Contraceptive Preferences….12 
Table 2. Findings from 19 qualitative studies according a feminist poststructuralist framework.19 
 
Manuscript 2 
Table 1. Demographic Characteristic of 20 Interview Participants……………..….……………55 
Table 2. Reported Sexual Activity of 20 Interview Participants……………………..………….56 
Table 3. Results categorized within each relevant feminist poststructuralist tenet……….……..56 
 
Manuscript 3 
Table 1. Demographic Characteristic of 20 Interview Participants………..…………………….72 
Table 2. Reported Sexual Activity of 20 Interview Participants………………………………...73 
 
 
LIST OF FIGURES 
Manuscript 1 
Figure 1. PRISMA flow chart……………………………………………………………………11 
 
Manuscript 2 
Figure 1. Current and past birth control methods used by 20 interview participants……………57 
 
Manuscript 3 






The purpose of this dissertation was to explore the reproductive health needs, concerns, and 
priorities of women. The integrative review serves to explore this topic among adult women at 
large and identified a dearth of evidence specifically around women in midlife. The qualitative 
research that is represented by the second and third manuscripts is an attempt to begin filling in 
the knowledge gap regarding reproductive health in women in midlife. 
 
Problem 
Research in the reproductive health field rarely includes women in midlife for a variety of 
reasons. Lower levels of fertility, perceptions about sexual activity and risk for sexually 
transmitted infections, and bias against older women are a few reasons why little original 
research has included or focused on women in midlife. Women in midlife are not immune to 
reproductive health issues, however, and need age-specific counseling and guidance from their 
health care provider. 
 
The specific aims of this dissertation were: 
• Aim 1: To investigate midlife women’s reproductive health goals, including pregnancy 
achievement, avoidance, or ambivalence, and their contraceptive preferences and 
concerns. 
• Aim 2: To investigate contraceptive issues that may be unique to midlife women, 
including management of perimenopausal changes, age-specific reasons for pregnancy 




Both the integrative review and the original qualitative research conducted for this dissertation 
were done within the feminist poststructuralist framework. In addition, qualitative descriptive 
methodology guided data collection and analysis. 
 
Findings 
The integrative review identified themes of power imbalance between partners and healthcare 
providers, societal and communal discourses on femininity and motherhood, distrust of hormonal 
contraception, the ability to enhance personal agency through contraceptive decision making, 
and a need for open, patient-focused communication. The qualitative research conducted within 
the feminist poststructuralist framework identified 1) priorities included family formation, the 
natural body, and healthy aging; 2) concerns regarding sexually transmitted infections, barriers to 
contraception, problematic dialogue regarding aging and menopause, and concerns regarding 
birth control interacting with their body; and 3) needs including open communication with health 
care providers, birth control that fits their life, and the ability to use contraception through 
midlife. Analysis of data over the arc of time identified several additional themes, including 1) 
pivotal early experiences; 2) changing versus continuing methods over the decades; and 3) 





As with any age, women in midlife are not a monolith. Research on women in midlife can, 
however, identify some of the ways in which older reproductive age women are similar to their 
younger peers and ways in which they are unique. Continued targeted research regarding 
reproductive health for women in midlife can improve health outcomes, assist clinicians in 
providing individualized and evidence-based care, and ensure that women in midlife receive the 
information and care they deserve regardless of age. 
 
Key words: women’s health, contraception, family planning, reproductive health, sexually 




 Pregnancies are increasingly common in women over 40. The pregnancy rate in the 
United States has been steadily declining for the past three decades; it hit a new low in 2016 and 
then again in 2017 (1). However, the one age group that has seen an increase in the birth rate are 
women over 40, steadily increasing every year since 1985 (1). As the mean age of first-time 
mothers increases, the age-related shift in childbearing means that more women are having 
children at older ages. Until recently, the ability to explore nationally representative samples 
regarding reproductive health for women in midlife was limited, but current national data on 
women aged 40-44 show an unintended pregnancy rate similar to that of the general population, 
around 48% (2, 3). Of those unintended pregnancies, 46% of them will end in abortion, the 
highest percentage of any age group (2). Certainly, midlife women are not immune to the 
phenomenon of unintended pregnancies, nor are these pregnancies necessarily seen as a 
welcomed surprise when they do occur.  
 While pregnancies in women over 40 are more common, these pregnancies are 
increasingly unsafe both for women and babies. Despite worldwide declines in maternal 
morbidity and mortality, the United States is in the midst of an increase in poor outcomes for 
women and babies (4). The increase is exacerbated in older women, as these women already 
have an increased risk of certain maternal and neonatal complications. Fetal complications for 
older women include an increased risk of low or high birthweight, preterm and very preterm 
delivery, genetic abnormalities, and stillbirth (5, 6). Maternal complications that increase with 
age include hypertensive disorders of pregnancy, gestational diabetes, cesarean section, and 
death (7). Specifically, women over 40 are 7.7 times more likely to die as compared to women 
under 25 (8).  
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 Contraception offers a chance to prevent unplanned pregnancies and safely time planned 
pregnancies. However, little is understood about the perceptions of midlife women. Midlife 
women have complex and unique contraceptive needs. As menopause approaches, changes in 
menstrual cycle length and irregular bleeding may make women believe they can no longer get 
pregnant (9). Many older women find themselves in new relationships or unable to use their 
preferred method of contraception when comorbidities like hypertension occur. After decades of 
using contraception, many women are tired of the burden of birth control (10). While large-scale 
US data is lacking, two small studies identified a large percentage of women who were not using 
any contraceptive method (3, 11). When midlife women do use contraception, dissatisfaction is 
common (12).  
 So despite the frequency of pregnancy, the risks inherent in midlife pregnancy, and the 
underutilization and dissatisfaction with contraception, few studies address this unmet need or 
seek to understand women’s preferences (13). To date, there are no contraceptive interventions 
specifically for midlife women. A Cochrane review of theory-based contraceptive interventions 
identified only 3 studies that included women over 30 and all of these studies had an upper age 
limit of 44 (14). Findings from this study will guide age-specific, targeted interventions such as 
clinical contraceptive pathways, motivational interviewing, or a contraceptive app. 
Problem Statement 
 Women in midlife are rarely the subject of original research regarding reproductive 
health. Extant literature on reproductive health for women in midlife is overly prescriptive, is not 
informed by data, and lacks consideration of individualized, woman-centric care. This qualitative 
research seeks to address the following questions: What are the reproductive health needs, 
priorities, and concerns of women in midlife? What are the contraceptive beliefs, attitudes, and 
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perceptions of women in midlife, and how do these beliefs, attitudes, and perceptions change 
over the length of women’s reproductive lives? To answer these questions, this research study 
has the following aims: 
Specific Aim 1: To investigate midlife women’s reproductive health goals, including 
pregnancy achievement, avoidance, or ambivalence and their contraceptive preferences and 
concerns. 
 Specific Aim 2: To investigate contraceptive issues that may be unique to midlife 
women, including management of perimenopausal changes, age-specific reasons for pregnancy 
avoidance or achievement, and contraceptive decision-making in the final reproductive years. 
Key terms 
 Broadly speaking, the term midlife refers to the time frame between younger and older 
adulthood, or between the ages of 40 and 65 (15). For the purposes of this study and due to the 
specific concern of as a possible pregnancy as a factor for women, the age limit of women in this 
study has been lowered to 55. The American College of Obstetrics and Gynecologists 
recommend that birth control may safely be continued for the majority of women until the age of 
55, so this recommendation helped guide the age limits of midlife women for the purposes of this 
research (16). 
 According to the World Health Organization, reproductive health is “a state of complete 
physical, mental and social well-being and not merely the absence of disease or infirmity, in all 
matters relating to the reproductive system and to its functions and processes. Reproductive 
health implies that people are able to have a satisfying and safe sex life and that they have the 
capability to reproduce and the freedom to decide if, when and how often to do so (17).” This 
definition of reproductive health is important for the purposes of this research because the 
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emphasis on reproductive lies in the capacity of the woman to make decisions and the 
importance of overall well-being within the context of sexual function and reproduction. In terms 
of health topics, reproductive health includes the larger topics of maternal and infant health, 
contraception, and sexually transmitted infections, and also violence against women, infertility, 
abortion, and reproductive tract cancers. In this research, pregnancy, contraception, and sexually 
transmitted infections are the most commonly covered topics. 
Design & Method 
The study was conducted within a qualitative descriptive approach. The goal of 
qualitative description is to describe an individual’s experience in that individual’s own words at 
a manifest level (18). Qualitative descriptive methodology is based on the overarching principles 
of naturalistic inquiry, meaning that people are observed and interpreted within the social and 
cultural context of their lives (19). The approach identifies themes, categories, and outliers that 
remain close to the surface meaning of the data (20). This type of data collection and analysis 
lends itself well to the traditions of the feminist framework, which stresses the importance of 
“close interactions but minimal interpretations” (21). The clarity of these qualitative descriptive 
findings are especially helpful and translatable to clinical practice (18). 
Innovation 
 This study investigating contraception in midlife women is innovative in several ways. 
Unintended pregnancy is a well-researched topic but often focuses specifically on adolescents 
and young women, who are seen as paying the biggest cost of unintended pregnancy. 
Contraception for women approaching menopause is rarely studied (22). Women in midlife have 
their own unique situations and burdens, though, often caring for older children and aging 
parents simultaneously. Children born to older women may result in deferred retirement, 
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additional expense, and an increased toll on the health of aging women. This research has the 
potential to shift the clinical practice and research paradigm to refocus on the ways in which 
women in midlife can receive respectful, individualized reproductive health care and targeted 
research. 
Theoretical Framework 
 Another innovation of this study is the use of the feminist poststructuralist framework, 
which will guide each step of the study. The feminist poststructuralist framework is a 
combination of the poststructuralist writings of Michel Foucault and prominent feminist thinkers, 
including Judith Butler and Joan Scott (23). In the realm of contraception, this framework allows 
for an examination of how the women’s social context is structured; how their reproduction, or 
lack thereof, is viewed by society; and how this social context fits within power relations and 
knowledge communication. While this framework is common in the humanities, it is used 
infrequently in the health sciences and has never been used in contraceptive research.  
Overview of the Manuscripts 
 This dissertation compendium is a collection of manuscripts which attempt to 
qualitatively explore the reproductive health needs, concerns, and priorities of women. This is 
accomplished by the inclusion of the following three manuscripts. The first is an integrative 
review of qualitative literature exploring women’s contraceptive perceptions, beliefs, and 
attitudes. The second and third manuscripts detail a qualitative study that explored reproductive 
health in women in midlife, age 40 - 55. The second manuscript explored the reproductive health 
needs, concerns, and priorities of women in midlife within a feminist poststructuralist 
framework. The third manuscript explores contraceptive perceptions, beliefs, and attitudes in 
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Review
Women’s Contraceptive Perceptions, Beliefs, and Attitudes:
An Integrative Review of Qualitative Research
Amy Alspaugh, CNM, MSN , Julie Barroso, PhD, RN, ANP, Melody Reibel, PhD, Shannon Phillips, PhD
Introduction: Unintended pregnancy rates will remain high until researchers explore the lived experience of women’s relationships with contra-
ception. This integrative review examines the extant qualitative literature on women’s contraception to illuminate common themes in women’s
perspectives through the lens of the feminist poststructuralist framework.
Methods:A literature review of PubMed and CINAHL databases was completed for English-language studies conducted in the United States from
January 2008 through September 2018 that qualitatively examined women’s perceptions, beliefs, and attitudes regarding contraception. Reports,
dissertations, mixed-methods research, and literature reviews were excluded. The sample, methods, and findings of 19 studies were reviewed.
Themes were identified using the 5 major tenets of the feminist poststructuralist framework: discourse, power, language, subjectivity, and agency.
Results: Themes of power imbalance between partners and health care providers; societal and communal discourses on femininity and mother-
hood; distrust of hormonal contraception; the ability to enhance personal agency through contraceptive decision making; and a need for open,
patient-focused communication arose from the 19 studies included in the review.
Discussion: Using a feminist poststructuralist framework to examine women’s contraceptive perceptions illuminates and magnifies the many
ways in which contraceptive beliefs and use are dependent on gender roles and power dynamics. Gaps in knowledge specific to older women
and exploration of women’s subjectivity should be addressed. Clinicians should evaluate the power structures inherent to their practice while
providing woman-focused, evidence-based contraceptive education.
J Midwifery Womens Health 2019;00:1–21 c⃝ 2019 by the American College of Nurse-Midwives.
Keywords: contraception, contraceptive agents, contraceptive devices, systematic review, qualitative research
INTRODUCTION
Anestimated 99%ofwomen in theUnited Stateswill use some
formof contraception during the average of 3 decades spent in
pregnancy avoidance.1,2 Health care technology has advanced
the creation of new and novel forms of contraception, from
numerous long-term, implantable devices to hormonal pills
specially formulated for mood disorder management to, most
recently, a vaginal ring that can be left in place for up to a
year.3–5 When selecting a method of contraception, a woman
living in the United States will have over 10 categories of con-
traception and countless formulations from which to choose.
Despite these contraceptive advances, unplanned pregnancies
make up 45% of all pregnancies in the United States.6 Seem-
ingly endless options of contraception with high levels of ef-
fectiveness do not singularly solve the puzzle of preventing
unplanned pregnancies.
At its core, contraception is important because it allows
women and those assigned female at birth to choosewhen and
if they have children. The ability to space and limit the num-
ber of pregnancies according to a woman’s wishes has a direct
impact on the health of women and children.2 A woman’s pri-
orities, needs, desires, and concerns play a role in how she in-







teracts with her contraception and should be addressed and
understood by both researchers and public health officials.7
Women’s health care has a long history of largely ignoring
the needs, concerns, and problems that women report to
their health care providers.8 Qualitative research suggests
that the lived experiences and opinions of individuals should
inform health care just as much as their biometric markers.9
Qualitativemethods highlight the voice and needs of the indi-
vidual. In contraceptive research, qualitative data contribute
enhanced insight and deeper understanding of women’s expe-
riences with contraception. As most of the literature refers to
women, this designation will be used throughout, but where
trans individuals were part of the study, it will be identified.10
Therefore, this integrative review examined the extant
qualitative literature on women’s contraception to illuminate
common themes in women’s perspectives through the lens of
the feminist poststructuralist framework. Analysis of the ex-
tant literature facilitated identification of clinical implications
and gaps inwomen’s contraceptive health to be addressedwith
further research.
Framework
A feminist perspective was applied because it emphasizes
global, democratic, and practical ways to explore women’s
experiences.11 It is an appropriate and essential counterbal-
ance to the overly patriarchal stance that has too long domi-
nated women’s health.12 The feminist poststructuralist frame-
work was selected to guide data organization, analysis, and
synthesis because of its focus on knowledge exchange and
power relations, both concepts at the heart of contraceptive
use.































































The reproductive health priorities, concerns, and needs of women in midlife: A feminist 




Introduction: Reproductive health research rarely involves the inclusion of women over 40, 
creating a large knowledge gap regarding reproductive health of women in midlife. Women 
continue to have reproductive health needs, concerns, and priorities up to the point of menopause 
that should be examined in order to improve reproductive health outcomes and provide 
individualized care to women regardless of their age. 
Methods: Individual, semi-structured interviews were conducted on 20 women between the ages 
of 40 and 55 who had not reached menopause and did not have a permanent method of 
sterilization. Data were coded using qualitative descriptive methods and analyzed within the 
feminist poststructuralist framework.  
Results: Participants discussed a variety of issues regarding reproductive health in midlife. 
Priorities included family formation, the natural body, and healthy aging. Concerns included 
sexually transmitted infections, barriers to contraception, how birth control interacts with their 
body, and dialogue around aging and menopause. Needs included improved communication with 
health care providers, the ability to use birth control in midlife, and birth control that meets their 
lifestyle. 
Discussion: Women in midlife have unique priorities, needs, and concerns with regard to their 
age, their bodies, and current and future health needs that should be addressed both in research 
and in providing clinical care. Women in midlife are not unlike their younger peers in all aspects, 
however, so reproductive health care should be individualized and avoid age-based assumptions 




 Midlife is an important yet underexplored time in the lives of women. Midlife involves 
the end of the reproductive life span, yet many reproductive health needs continue for women 
until the time of menopause and beyond. Effective and safe birth control, the desire for healthy 
pregnancies, protection against sexually transmitted diseases—none of these go away when a 
woman turns 40. Popular wisdom and scientific research, however, might suggest otherwise. 
Despite a growing population of midlife women and a steady increase in pregnancies in midlife, 
there is scant research on the reproductive health of this age group.(1, 2) 
 Reproductive health for midlife women is unique for several different reasons. Midlife 
often overlaps with perimenopause, the period of time notable for its frequently symptomatic 
hormonal fluctuations. A declining number of ovarian follicles creates an erratic and 
unpredictable production of estrogen, which causes a number of physiologic changes. These 
include but are not limited to menstrual changes, including longer or shorter menses and longer 
or shorter cycles, more irregular cycles, hot flashes, and trouble sleeping.(3) Perimenopause also 
correlates with a decrease in fertility and fecundity, the ability to become pregnant and to have a 
live birth. However, pregnancy is possible until the onset of menopause, and spontaneous 
pregnancies have been noted with increasing frequency in women over 50.(2, 4) When a 
pregnancy does occur in midlife, risks to the woman and fetus are greatly increased including a 
7.7 fold increase in maternal mortality for women over 40 when compared to women under 
25.(5, 6) 
 Other common reproductive health issues for women in midlife include, conversely, 
problems with fertility when a pregnancy is desired in midlife.(7) Additionally, changes in 
partnership and marriage can put women in midlife at risk for sexually transmitted infections.(8) 
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Perimenopausal symptoms can also manifest as sexual dysfunction, such as a decrease in sexual 
desire or an increase in dyspareunia as a result of decreasing vaginal rugae and increasing 
vaginal dryness.(9) Mood changes, depression, anxiety, and even new-onset schizophrenia are 
becoming increasingly well-recognized as a result of hormonal changes experienced by women 
in midlife.(3, 10, 11)  
 At the same time, it is becoming clear that physicians, advanced practice nurses, and 
other health care professionals are not fully equipped to provide care for peri- and 
postmenopausal women.(12) Training is insufficient, and large knowledge gaps related to 
diagnosis and treatment modalities are widespread.(13) As evidenced by social institutions 
ranging from Hollywood to the beauty industry, women seem to be valued less as they grow 
older and lose their reproductive potential.(14, 15)  
 Extant literature on reproductive health midlife women is limited. The majority of articles 
in clinical peer-reviewed journals is proscriptive and rarely involve original research.(16-18) 
Quantitative data on contraceptive preferences and unmet needs for birth control are lacking.(19) 
Until recently, the ability to explore nationally representative samples regarding reproductive 
health for women in midlife was limited. Data from Massachusetts suggests that women aged 
45-50 were more likely to be contraceptive non-users than women in younger age groups.(20) 
An internet-based survey of women in midlife in the UK identified high rates of contraceptive 
non-use and contraceptive dissatisfaction, leaving women at risk for both pregnancy and sexually 
transmitted infections.(21) 
 Qualitative data is also scarce. Godfrey et al. (22) explored contraceptive preferences and 
use among older women, comparing those who had and had not experienced an unplanned 
pregnancy after the age of 35. This study identified that women who had experienced an 
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unplanned pregnancy after the age of 35 were more likely to report unstable partnerships, 
perceive themselves at lower risk of pregnancy, or report prior unwanted side effects with 
contraception. Additionally, study participants desired contraception that was safe, effective, 
accessible, and easy to use.(22) 
 The lack of data overall specific to women in midlife necessitates the use of qualitative 
research, which allows for the magnification of the voices of women with regards to their 
specific needs, concerns, and desires. (23) Further research is necessary not only to identify risk 
factors that may be uniquely present in women in midlife, but also to explore ways to provide 
evidence-based, patient-centered education and enhance quality of life. To this effect, the present 
qualitative study explores the following question: What are the reproductive health needs, 
concerns, and priorities of women in midlife?  
Theoretical Framework 
 To thoughtfully and critically examine reproductive health in women in midlife, a 
feminist perspective is necessary because it emphasizes global, democratic, and practical ways to 
explore women’s experiences.(24, 25) The feminist poststructuralist framework was selected for 
its emphasis on power and knowledge, two structures at the heart of reproductive health.(26)	
According to Foucault, knowledge is the exchange of regular communications between 
individuals within the influence of institutions and society at large.(27) The examination of 
knowledge should not focus on ways in which the individual may be affected, but instead on 
how knowledge can deconstruct and challenge institutions and society itself.(28) Power relations 
in feminist poststructuralist framework are dynamic and reciprocal between those with more and 
less power. The oppression of women is understood to be the direct result of male-dominated 
power relations. However, a feminist poststructuralist understanding of power also considers the 
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ways in which a different type of power, that of transformation and empowerment of others, can 
be more easily utilized by women as a counterbalance.(29) Thus, power is not solely exerted 
over women but instead exists as part of negotiations and communications between 
individuals.(28) How the feminist poststructuralist influenced the study design and data analysis 
is covered below. 
METHODS 
Sample 
 Participants were recruited throughout the Research Triangle area of North Carolina, a 
mid-sized urban community compromised of several smaller cities. Information about the study 
and pertinent contact information was included on flyers placed at women’s health clinics and 
public venues that reach a wide variety of women such as libraries, grocery stores, and coffee 
shops. Recruitment also occurred through snowball sampling: study participants were 
encouraged to tell friends or family who may be interested about the study.(30) 
 The following criteria guided participant recruitment: identifying as a woman, being 
between the ages of 40 and 55, speaking English, and having not yet reached menopause. 
Exclusion criteria included having a permanent method of sterilization or having a partner with a 
permanent method of sterilization. Approval was sought from the Medical University of South 
Carolina’s Institution Review Board (IRB), and the study was deemed exempt from Human 
Subjects Research Regulations. While there was no a priori number of participants we were 




 Interested participants telephoned the PI for prescreening eligibility or filled out a secure 
online survey through REDCap. Those who screened eligible were contacted to set up an 
interview time and location. Interviews were in-depth, face-to-face, individual, and semi-
structured. 
 The feminist poststructuralist framework guided the study throughout. An interview 
guide was created with an emphasis on power and knowledge, including questions about how 
women talked about contraception with partners and health care providers, from whom women 
sought information, and who provided them with it. This interview guide steered the discussion 
and covered topics such as contraception, pregnancy planning, and the approach of menopause. 
The guide was minimally revised during data collection based on early interviews to include 
more questions about birth control negotiation between partners and more exploration of 
concerns related to STDs. 
 The interviews occurred between September and December of 2019. Interviews took 
place at locations selected by the participants to ensure ease of access and optimum comfort 
level. Most often, interviews occurred at coffee shops, fast food restaurants, and public libraries. 
Interviews lasted between 35-55 minutes and were audio-recorded with a handheld device and 
then transcribed verbatim. The interviewer obtained participant verbal consent at the time of the 
interview.  
Data Analysis 
  The study was conducted within a qualitative descriptive approach. The goal of 
qualitative description is to describe an individual’s experience in that individual’s own words at 
a manifest level.(32) Qualitative descriptive methodology is based on the overarching principles 
of naturalistic inquiry, meaning that people are observed and interpreted within the social and 
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cultural context of their lives.(33) As noted above, the feminist poststructuralist framework 
served as a theoretical guide for this study, influencing the interview guide and data analysis 
including second-level coding and the creation and organization of themes.(34)  
 First and second-level qualitative coding was initiated by the first author consistent with 
qualitative descriptive methodology.(35) Second-level codes were then organized within the five 
tenets of the feminist poststructuralist framework, including discourse, power, language, 
subjectivity, and agency. Within these tenets, major themes were identified and grouped 
together. Interviews were coded in Microsoft Word. Demographic data analysis and data 
organization were done in Microsoft Excel. 
 To increase data reliability, the fourth author reviewed all first-level coding for the first 
10 interviews and the second-level coding for every other interview. Additionally, the second 
and third authors reviewed all coding on a quarter of the interviews and provided input to the 
final coding matrix and themes. Areas of disagreement were discussed and consensus was 
obtained by all authors. Trustworthiness was enhanced through 1) prolonged engagement with 
the transcripts, 2) creation of an audit trail, 3) use of reflexive journaling by the interviewer, and 
4) member checking with 9 participants. Member checking both assisted in confirming themes 
and also provided further clarification on participants interpretation and understanding. 
RESULTS 
 Of the 32 women who completed prescreening eligibility, 22 participants met all of the 
inclusion criteria. Of these 22 women, 20 completed the study and 2 were unable to be scheduled 
for interviews due to scheduling conflicts or being lost to follow-up. Participant recruitment 
continued until data saturation was reached and no new themes were identified.  
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 Table 1 shows the participants’ demographic information in greater detail. Figure 1 
presents the contraceptive methods used in the past and current method of the participants. Table 
2 presents information regarding the sexual behavior of the participants. Contraceptive nonuse 
was common (n=9) among participants, but this sample includes women who were in 
relationships with only women at the time of the interview and women who were not sexually 
active.  
 Extracted themes were organized by the tenets within the feminist poststructuralist 
framework: discourses, power, language, subjectivity, and agency. A fuller description of the 
individual tenet is located within each section. Table 3 provides a summary of major themes 
organized by tenet. 
Discourse 
 Foucault explains discourse as a way of creating and disseminating knowledge which, 
together with social practices, subjectivity and power relations, form a given reality.(36) These 
discourses can overlap, compete and influence one another, existing within the same sphere in 
individuals’ lives and in society at large.(37) For women in this study, major discourses included 
the formation of a family and the discourse of the natural body. 
• Family formation. Forming a family was not a thing of the past for many women in 
midlife but an active and evolving process. At the time of the interview, two of the study 
participants were actively trying to get pregnant and five more were considering a pregnancy in 
the future. Some women, including those trying to get pregnant, were considering adoption as 
well. For women considering a child in the future, all vocalized a need for expediency in terms 
of making the decision. One woman said: “I mean my days are definitely limited. Um, so if I do, 
I need to kind of make the decision sooner than later.” This understanding of fertility in midlife 
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is indicative of the feelings expressed by many women, as the vast majority of subject 
participants vocalized an understanding of fertility as something that declines with age. 
Additionally, women desiring a pregnancy in midlife expressed a desire to do so in a manner that 
was healthy for mother and baby while acknowledging the age-related risks.  
 In terms of partnerships, over half (n=11) of the participants were single or divorced. Of 
these women, several had long-term partners. Some were thinking about a possible marriage in 
the future while others did not feel the need to make a relationship official in that manner. So 
while not all women interviewed were actively trying to expand their families, family formation 
via children and partners remained a priority for many women in midlife. 
• The natural body. Several women discussed their preference for a birth control method 
that allowed them to remain in touch with their natural body. This preference manifested in a 
number of different ways. Several participants mentioned birth control that interrupted a body’s 
natural processes. One woman spoke of the disruption she felt using hormonal contraception: “I 
wanted something that allowed me to still be in tune with my body. Because, I remember getting, 
you know, pill, birth control pills are extra hormones, and I remember I was really out of touch 
with my body. I couldn't... It was like, it was weird. I couldn't feel my body the way I normally 
do.” (Participant #26). 
For other women, talking about the natural body manifested as a preference for a regular 
menstrual cycle. Women were split almost evenly in regards to who preferred to have and not 
have a period. But among those for whom a period was preferable, they spoke about it being 
natural, healthy, or reassuring.  ` 
Power  
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 Power is relational and multidirectional in the feminist poststructuralist theory. Based on 
its context and circumstance, power can be productive or repressive.(38)	Power is part of 
personal, social and institutional beliefs, and is the mechanism by which the enforcement of and 
resistance to discourses occurs. For women in this study, power was explored in the context of 
concern of sexually transmitted infections and barriers to contraception. 
• Sexually Transmitted Infections. All study participants had experience with male 
condoms, and the vast majority vocalized that contraception for STI prevention had been 
important at some time in their life. Current concerns about sexually transmitted infections were 
common especially, but not exclusively, among women who were not married. Having multiple 
partners or experiencing infidelity while in a monogamous relationship were commonly cited 
reasons for wanting to use condoms. Six women specifically framed discussions about condom 
use with the trust, or lack thereof, they had in men. One woman discussed how she decided to 
resume condom use with her current partner: “There was a time where um, he stepped out of the 
relationship. So I felt, ‘Okay, I'm gonna have to use a condom since you decided you needed to 
step out.’” (Participant #16). 
 There was a shift in the stories of many women related to protecting themselves against 
STIs, however. Many women described less condom use, more sexual risk taking, and greater 
difficulty advocating for themselves when they were younger. One woman summed it up by 
saying: “I was younger and less competent, I don't think I asserted myself in the conversation 
[about condom use] particularly well.” (Participant #17) Age and experience, however, seemed 
to give these same women higher levels of comfort and confidence in talking about contraception 
and prevention of STIs with their partners. One woman explicitly expressed her feelings 
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regarding putting condoms on her partner, saying: “I like putting them on. 'Cause it, kind of 
likes, give me power. You know?” (Participant #22) 
• Barriers to contraception. When asked about barriers to contraception at baseline, most 
women reported minimal difficulty accessing birth control. While the majority of the participants 
(n=15) reported no barriers to contraception, seven women, including five of the women who 
had reported no barriers to contraception, discussed problems with condom negotiation at some 
point in their life. This seemed especially common in instances where women wanted dual 
protection, meaning using a hormonal method for contraception and a barrier method to prevent 
transmission of infection. One woman discussed interactions with two different partners as: 
“Because with those two people, they knew I took birth control. They were like, You're on birth 
control. And I'm like, Yep. And we're still going to use a condom.” (Participant #10) Usually, 
this negotiation was seen as an annoyance by women as opposed to a real barrier to a method and 
for the most part, one easily solved by being assertive about their desire to use condoms. This 
was not always the case, however. 
 Six women reported that insurance coverage had been a barrier to health care for them in 
the past or was presently. Most commonly, insurance coverage had kept them from using an IUD 
because it either was not covered at the time or was prohibitively expensive. One woman 
reported having trouble with insurance coverage throughout her life and expressed the difficulty 
she has faced in this way: “I think because I don't have no insurance. They don't think I'm worth 
nothin'. You know what I'm sayin'? Even when you go to the hospital and you don't have 
insurance, you're treated differently from a person that has insurance.” (Participant #22) 
Language 
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 Language in the feminist poststructuralist framework applies not only to direct 
communication, but also to a system in which meaning and culture is constructed and 
organized.(26) 	Language reflects the power of the dominant discourse and should be viewed as a 
tool of institution and power. Evaluation of language must include assessment of how meaning is 
acquired, how it changes, how it survives or disappears, and what these actions reveal about how 
power is created and retained.(37) For women in this study, language was explored in their 
communication with their health care providers and in the language widely used to talk about 
aging and menopause.  
• Communication with health care providers. Almost all of the study participants (n=17) 
reported getting information on reproductive health from their health care provider. However, 
three quarters of the participants (n=15) also discussed that they had received little to no 
information about menopause from their health care providers, including women in their early 
and mid-fifties. Many of the younger women had not yet experienced perimenopausal symptoms. 
Among these women, lack of information from healthcare providers was insignificant or non-
problematic. Some of the older women identified this gap in care as more problematic: “I guess 
part of it is like, well, yeah, they should have told me. Uh, on the other hand, I never broached 
it.” (Participant #2). 
 Several women discussed a desire to learn more about menopause. Specifically, 
participants reported wanting to learn more about perimenopausal symptoms, treatment options, 
sexual function, and when to stop using contraception. However, some women conveyed  
menopause was not a prime concern in their lives and were not interested in learning more about 
it from a health care provider or anyone else. This was especially true in women trying to get 
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pregnant or those still considering a pregnancy in the future. Yet, at the end of the interview, 
many women expressed a desire to talk with their health care provider more about menopause. 
• Dialogue around menopause and aging. Most women gained knowledge of menopause 
through the stories shared by other women, including mothers and older friends. Typically, these 
stories were presented as scary tales about the difficult and sometimes life-altering changes that 
take place. Participants shared stories that they had heard of sexual dysfunction, debilitating hot 
flashes, paper-thin and dry vaginal tissue, mood fluctuations, and the continued possibility of 
pregnancy that could last for years. Without exception, stories shared by other women to study 
participants revolved around negative physical and emotional changes. One woman expressed 
exasperation around this phenomenon: “It probably would be nice if, if menopause was 
approached from a little more positive standpoint, just so that you can look at it as, ‘Okay, you 
know, we're going forward, yeah there are other problems to be managed.’ But, you know, 
you've got this great time in your life when you're not gonna get pregnant. To worry about 
(laughs).” (Participant #28). 
 Discomfort with or fear of aging was also mentioned, especially in women who had only 
recently entered their 40s. Often, this feeling was expressed as women discussed how they felt, 
and sometimes looked, younger than their chronological age. In other instances, women spoke of 
balancing their changing bodies with their desires to remain sexually active, fun, or spontaneous 
with sexual partners. Concerns about aging and the changes associated with menopause were 
commonplace in the stories of women in midlife. 
Subjectivity 
 Subjectivity is the individual’s sense of self, created in large part by the individual’s 
internalization of social power relations.(27)	Explorations of subjectivity allow for the 
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examination of lived experience within contexts of social and institutional power.(39) Women in 
this study expressed subjectivity as a concern over how their body interacts with birth control 
and how birth control fits into their lives. 
• Birth control and the body. Concern regarding how birth control interacts with their 
individual bodies was common. Half of the participants discussed side effects they had 
experienced in the past while on birth control. Many of these women, including some who had 
not reported an experience with side effects, vocalized a fear of specific side effects. Weight gain 
was the most commonly cited side effect, followed by a decrease in sex drive, mood changes, 
and skin changes. Two women described side effects so severe or impactful they planned on 
never using a hormonal method again. 
 Almost half of women (n=9) expressed a fear or dislike of internally placed contraceptive 
methods. This sentiment was more commonly cited in reference to the implant. While some 
women expressed dislike of all internal methods, many women felt more comfortable with the 
placement of the IUD. Notably, no women in this study had experience with the implant whereas 
5 women had experience with the IUD.  
  Concern regarding use of hormonal contraception was a frequently discussed topic by 
participants. Some reported that their hesitancy regarding hormones had existed since they 
started using contraception in their youth. At the time, pregnancy avoidance was such a high 
priority that their concern for hormones mattered less. As they got older, however, they felt 
empowered to select a method that was more congruent with their desire to avoid exogenous 
hormones. One woman said, “I've always been leery of [hormones], I just really wanted to 
protect myself from becoming pregnant.” (Participant #15) Other women vocalized a more 
recent hesitancy to use hormonal methods. For some women, this meant not using hormonal 
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methods at all, but for others, it meant using methods with a lower or more localized dose. Many 
women discussed a desire for a natural hormonal balance and were looking for methods that 
allowed for hormonal fluctuations, ovulation, or both. 
• Birth control that fits their lifestyle. Like younger women, women in midlife have certain 
factors that they need or value more than others in their birth control. Ease of use was the most 
commonly cited factor to consider when evaluating birth control methods. Over half of 
participants expressed either a desire to use a “set it and forget it” method or discussed daily 
dosing as a drawback. Just over half (n=11) of women cited contraceptive efficacy as an 
important factor to consider. Participants were almost evenly split on whether or not they 
preferred to have a menses while on their birth control, with slightly more in favor of not having 
a period (n = 8 vs 6).	When asked about who should be in control of contraception, twice as 
many women (n = 10 vs 5) responded that it was very important for them to be in control of their 
contraception than those who did not have a preference. Many expressed this feeling: “No, I 
don't think I'd trust anybody but myself for... Yeah, that's too big of a consequence (laughs).” 
(Participant #12) 
 When approaching birth control from a wider angle, women spoke of the necessity to 
find a birth control method that fits their lifestyle or their life philosophy. For some women, this 
meant selecting a method that fit how important it was for them to avoid pregnancy or a selecting 
a dosing schedule that fit with how busy they were. For other women, selecting a birth control 
method was a decision that should align with their worldview. One woman described her 
decision to stop using hormonal birth control like this: “I feel it was just more a general like, you 
know, I'd go and buy organic meat that doesn't have antibiotics, right? And, and so like kinda 
this general, like, why do I need extra stuff in my body, right?” (Participant #11) 
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Agency 
 Agency is the ability to reflect upon one’s own thoughts, actions and relationships in a 
way that allows for continual change and a degree of autonomy.(26) While women exist within 
discourses, they are also able to take an active role in these discourses through agency. Agency is 
a way to exert power, even if in small and individual ways.(40) Agency was identified by women 
as a prioritization of healthy aging and the ability to use contraception in midlife.  
• Healthy aging. Women in midlife spoke of their desire to age in as healthy a way as 
possible. Many voiced a renewed commitment to health and wellness, especially for those who 
had already felt the effects of aging on their body. Health priorities, from most to least common, 
included exercise, strength, and flexibility, followed by nutrition, cancer screening and 
prevention of chronic disease, weight loss, and sleep. While many of the women mentioned 
feeling younger than their age, all of the women spoke of the process of aging. Generalized aches 
and pain were commonly cited as symptoms of an aging body, and women prioritized staying 
healthy or improving upon their health. One woman said: “I'm pretty convinced that, um, as 
healthy as you can be at baseline, the better you're able to kind of, age, in a healthy way.” 
(Participant #17)  
 Only one woman specifically mentioned dealing with symptoms of menopause as a 
health priority. Additionally, very few women specifically mentioned contraception as a health 
priority. Most women, especially those who did not desire another pregnancy, felt very strongly 
about the importance of contraception in their lives. One woman, who was adamant about not 
getting pregnant, reflected on her broader health needs in midlife, saying: “It's not about sex and 
having babies. It's about, like, staying healthy.” (Participant #3).  
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• Contracepting in midlife. For those women not actively trying to get pregnant, there was 
broad agreement that contraception was important to use even in their 40s and 50s. The majority 
of women using a method vocalized satisfaction with that method. However, several women, 
even those happy with their method, discussed feeling like contraception was a stopgap measure 
to prevent pregnancy until menopause. Four women discussed that contraception would be 
important regardless of their age and that it was important not to make assumptions about 
fertility in midlife. Five women, however, discussed that to some degree their assumptions about 
their lower fertility rate in midlife played into their decision to, most frequently, use a less 
effective form of contraception.  
 Despite many decades of contraceptive use for women in midlife, only three participants 
vocalized some fatigue over continuing to need or use contraception. One woman, who had 
known since she was young that she did not want children, had been trying to get a tubal ligation 
since her 20s. She expressed frustration and distrust of a health care system that disregarded her 
needs. Another woman who vocalized fatigue with contraception was trying unsuccessfully to 
convince her husband to get a vasectomy. She discussed how discussion of birth control affected 
their relationship: “And so, at this point, I had done the pills, I had done the ring, I had done the 
IUD, everything. I had the babies. And so, you know, I said, "Well let the onus be on you for 
this." And, you know, the fact that he was willing put it back on me, and I don't know, it changed 
our dynamic a little bit.” (Participant #25) In both of these situations, the power of others worked 
to inhibit these women’s agency. 
 Generally, women said contraception was a tool to help them avoid pregnancy. While 
only three women specially mentioned that they used contraception partly to help treat unwanted 
perimenopausal symptoms, satisfaction with their method of contraception was very high for 
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these women. They expressed a desire to continue using contraception regardless of pregnancy 
risk because of the impact on their quality of life, which included decreased bleeding and control 
of hot flashes. 
DISCUSSION 
 This study examined the reproductive health priorities, concerns, and needs of women in 
midlife through a feminist poststructuralist framework. Analysis of qualitative data under the 
tenets of discourse, power, language, subjectivity, and agency allowed for a richer and deeper 
understanding of reproductive health in the lives of women in midlife. While women in midlife 
have unique priorities with regard to their age, their bodies, and current and future health needs, 
in many aspects women in midlife are not unlike their younger counterparts in regards to their 
specific needs and concerns.  
 Midlife is, for many, a time to restructure priorities. This was evidenced by the duality of 
contraception not being given as a health priority very often even among women who spoke to 
the important role it plays in their lives. Preventing an undesired pregnancy, both for health and 
personal reasons, was still very important for many women in midlife in this study. 
Contraception was, if not a priority, a very important tool to achieving this goal and was viewed 
positively by most women. Contraceptive fatigue was rarely noted and tended to exist in 
instances where women were not satisfied with their method or where power imbalances existed. 
Often, this dissatisfaction related to unmet sterilization needs, either for themselves or their 
partners. Dissatisfaction regarding access to sterilization has been noted previously and should 
be addressed clinically and with regards to health policy.(41, 42)  
 In some very important ways, the priorities, concerns, and needs of women in this study 
were specific to their age. Generally, individuals in midlife are more likely to experience chronic 
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health conditions like hypertension and diabetes (43), and women in this study were no 
exception. Screening, preventing, or managing chronic health conditions was often viewed as 
more important than reproductive health. Additionally, the presence or fear of these diseases 
reframed their concerns about the health risks of both birth control and pregnancy. For many 
women, the risk of exogenous hormones was no longer an abstraction to be dealt with in the 
future but a risk in the present moment. Women in midlife approached reproductive health from 
the framework of healthy aging, as well. Women who were both trying to get pregnant and trying 
to avoid pregnancy discussed their desire to work towards healthy aging, whether this was an 
improved diet, running more, or exercise specifically targeted to retain flexibility and strength 
during a time of rapid muscle and bone loss.(44) For many women, an emphasis on the natural 
body ensured safety from unwanted side effects and possible health-related risk factors. Many 
women could already feel an age-related change in their bodies, so it is not surprising that a 
consideration of these concerns carried over into how they approached reproductive health. 
 Many of the findings in this study overlap with previous work done relating to 
reproductive health. Like the previously noted study by Godfrey et al., these results as identified 
ease of use, efficacy, and access as important factors when selecting a birth control method.(22) 
A study by Kelly et al. (2017) identified a tendency to approach contraceptive and sexual 
relationships from highly gendered assumptions, where women acted submissively regarding 
contraceptive behavior.(45) Women in this study and our own discussed how contraception can 
lessen sexual desire or drive. Submissive sexual behavior regarding contraception was not noted 
in these women in midlife, but some women reporter similarly submissive behavior when they 
were younger. These findings point to a potential evolution of women’s beliefs and concerns 
with age. 
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 A surprising finding during data analysis was the lack of overlap in the themes identified 
within the tenet of power. While most tenets included multiple themes with 15 or more women 
in agreement, the tenet of power included only one theme with more than 10 women. To this 
end, power may be unusual within the feminist poststructuralist framework in that it presents 
itself in more individualized ways within women’s lives. 
 Another unexpected finding was the high percentage (35%) of women who were still 
considering a pregnancy in midlife. This finding provides real context to the data from the 
National Vital Statistics Reports, which identified women over 34 as the only age range with an 
increasing pregnancy rate. (46) As average age of marriage and first birth continue to rise, so too 
does age the age of the mother at her final pregnancy or birth.(47, 48) Clinically, this finding 
underscores the importance of continuing to evaluate for pregnancy desires and contraceptive 
needs in women in midlife who have not yet reached menopause. The assumption that women in 
midlife have completed their family is outdated, inaccurate, and inconsistent with providing 
patient-centered care.  
 This study was limited in the following ways. Despite the overall high percentage of 
participants who are a racial or ethnic minority, have a lower socioeconomic status, or are a 
sexual minority, many racial and ethnic groups were not represented in this research. 
Specifically, because speaking English was part of the inclusion criteria, non-English speakers, 
which are a significant population in this geographic area, were not able to participate. Focus on 
these communities and other populations, such as sexual and gender minorities, would be 
beneficial. Additionally, the positionality of the first author who conducted the interviews, 
including race, sexual orientation, experience as a provider in women’s health, and other 
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sociodemographic factors, likely exacerbated imbalances of power, privilege, and knowledge 
creation among study participants.(49) 
Policy Implications 
 While very few women identified barriers to contraception in the past, barriers that were 
mentioned were almost always due to insurance coverage. Increased access to insurance with 
coverage gaps, either through an expansion of the Affordable Care Act or through a universal, 
public-only option, would help ensure that women are not forced to use less effective methods 
such as condoms if this is not their desire. Another essential component to decreasing 
contraceptive barriers to women throughout their reproductive lives is the contraceptive mandate, 
which ensures that all birth control methods are covered at no charge.(50)  
Clinical Implications 
 One of the most clinically relevant findings is the lack of communication and education 
regarding perimenopause between health care providers and women in midlife. As reviewed 
earlier, perimenopause is a process that can last up to ten years and manifest in overt and more 
subtle ways. The fact that so few women had explored this time period in detail with their health 
care providers is a missed opportunity. While women may need assistance managing 
perimenopausal symptoms, this time just prior to menopause should also be used to start 
discussing specific health risks related to menopause. For example, an acceleration in bone 
density resorption actually starts a year before the final menstrual period, equating to two full 
years of rapid bone loss before menopause is diagnosed.(44) With the protective effect of 
estrogen lost, postmenopausal women are also at increased risk for cardiovascular diseases 
including high blood pressure, high cholesterol, and stroke.(51) Targeted, anticipatory guidance 
on bone and cardiovascular health in the perimenopause can prepare women for these risks and 
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allow them time to start or improve upon behaviors, such as weight-bearing exercise and a heart-
healthy diet, that can be beneficial after menopause. For as much as we do to prepare children 
and young adolescents for puberty, the lack of standardized care and education provided at the 
other end of the reproductive spectrum presents a stark contrast.  
Conclusion 
 This study on the reproductive health priorities, concerns, and needs of women in midlife 
adds to the small body of research aimed in women in this age group. The qualitative 
methodology and feminist poststructuralist framework provide a fuller, more robust 
understanding of the issues facing women approaching menopause. Further research is necessary 
to explore these concepts further, including more research on safe alternatives to hormonal 
contraception, education on perimenopausal symptoms, and health aging. Additionally, it is 
essential for health care providers and members of the public to think about the assumptions 
made and the language used to talk about women in midlife. Like women across the lifespan, 
women between 40 and 55 are not a monolith. Desires regarding sex, pregnancy, partners, and 
birth control must not be based on age-related assumptions. More should be done to provide 
individualized, evidence-based care to women at all ages and stages in their life, especially those 
whom have historically been ignored or marginalized.  
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Table 1. Demographic Characteristic of Interview Participants (N=20) 
 Frequency Percentage 
Age, y   
Range 40 – 55  
Mean 45.05  
Median 45  
Gender   
     Female 20 100 
     Transfemale/transwoman 0 0 
Race*   
     White 12 60 
     Black or African American 8 40 
     Native American or American Indian 0 0 
     Asian/Pacific Islander 0 0 
     Other 1 5 
Ethnicity   
     Hispanic/Latinx 0 0 
     Non-Hispanic/Latinx 20 100 
Sexual Orientation   
     Heterosexual or straight 18 90 
     Gay or lesbian 1 5 
     Bisexual 1 5 
Pansexual 0 0 
Household Income   
Less than $10,000 3 15 
$10,001 – $24,999 4 20 
$25,000 – $34,999 2 10 
$35,000 – $49,999  1 5 
$50,000 – $74,999  1 5 
$75,000 – $99,999  3 15 
More than or equal to $100,000 6 30 
Marital Status   
Single 10 50 
Married 8 40 
Widowed 0 0 
Divorced or Separated 1 5 
Prefer not to say 1 5 
Education   
High school diploma or GED 1 5 
Some college, no degree 4 20 
Trade, technical, or vocational 
training 
1 5 
Associates degree 0 0 
Bachelor’s degree 2 10 
Master’s degree or higher 12 60 
	 55	
Religion   
Catholic 2 10 
Protestant 1 5 
Non-denominational Christian 7 35 
Jewish 1 5 
Muslim 0 0 
Agnostic 1 5 
Atheist 0 0 
Other 5 25 
None 3 15 
*Participants able to select more than one option 
 
 
Table 2. Reported Sexual Activity of Interview Participants 
 Frequency Percentage 
Do you consider yourself 
sexually active? 
  
Yes 15 75 
No 5 25 
Have you been sexually active 
in the past two months? 
  
Yes 15 75 
No 5 25 
Currently, with whom are 
you sexually active? 
  
Men 18 90 
Women 2 10 
Both 0 0 
Currently, how many people 
are you sexually active with? 
  
0 5 25 
1 13 65 
2 1 5 
More than 2 1 5 
 
Table 3. Results categorized within each relevant feminist poststructuralist tenet 









with health care 
provider 
Need 
How birth control 


















































“Since I’m a little bit more mature”: Contraception and the Arc of Time 
 
 
Precis: Exploring contraceptive experiences over then length of one’s life is a powerful way to a 




Introduction: Birth control methods have rapidly evolved over the past several decades, but 
little research has explored how women interact with contraception over time. Exploring 
contraceptive beliefs, perceptions, and attitudes of women in midlife can reveal much about how 
lived experience affects contraceptive decisions and reproductive health choices.  
Methods: Individual, semi-structured interviews were conducted with 20 women between the 
ages of 40 and 55 who had not reached menopause and did not have a permanent method of 
sterilization. Data were coded using qualitative descriptive methods. 
Results: Four major themes were identified: 1) pivotal early experiences; 2) changing versus 
continuing methods over the decades; 3) evolution in contraceptive behaviors, beliefs and 
priorities over time; and 4) contracepting as menopause approaches. Past experiences with or 
fear of side effects and hormones were common reasons to change or avoid certain birth control 
methods. Most participants were happy with their contraceptive method; however, those who 
were unhappy were more likely to vocalize fatigue at continuing to need contraception as 
menopause approached. 
Discussion: There is no single ideal method for women in midlife. Approaching contraceptive 
counseling from a place that considers the journey with contraception over a reproductive life 
span will help identify how beliefs, perceptions, and attitudes of women affect their 
contraceptive practices and choices. 
 




• Women in midlife may be more likely to be conscientious of contraception side effects 
and the safety of hormones, leading them to select hormone-free or lower dose methods. 
• Early reproductive health experiences are often easily recalled even in midlife, especially 
if they involve barriers to contraception or poor treatment by health care providers or family 
members. 
• Individual factors, such as desiring a pregnancy, changes in sexual partners, and changes 




 The field of contraception has undergone a remarkable evolution in the past several 
decades. So remarkable, in fact, that the Centers for Disease Control and Prevention named 
family planning one of the success stories of public health in the 20th century.1 With new 
contraceptive methods coming to the market every year, it is easy to forget a time not so long 
ago when contraceptive options were not as plentiful. 
 Women nearing menopause have seen this evolution take place throughout their 
reproductive years. A woman currently in her mid-fifties likely started her journey with 
contraception in the early-to-mid 1980s, when the only options available were pills and male 
condoms. The fallout from the immense harm caused by Dalkon Shield in the early 1970s was 
still very much on people’s minds, made worse by the fact that the parent company, A.H. 
Robins, did not officially recall the device until 1984.2 By 1988, however, the Paragard 
nonhormonal intrauterine device (IUD) was released, providing a highly effective method that 
did not require the use of exogenous hormones. The beginning of the 1990s saw the introduction 
of the first implantable contraceptive device, depo-provera, a novel injectable contraceptive 
method, and the release of a female condom. By end of that same decade, emergency 
contraception in the form of the morning-after pill became more widely available.3  
 The start of the 21st century was a time of rapid innovation and increasing options that are 
still going on today. The first decade of the new century gave rise to the first levonorgestrel-
releasing IUD, a contraceptive patch, vaginal ring, and a single-rod implant. The next decade 
saw a plethora of new levonorgestrel-releasing IUDs, an updated implant, an extended-use 
vaginal ring, and the continued evolution of contraceptive pills in both type of hormone and 
dosing level.3  
 When considering these new and novel methods, it is essential to look past the 
technological innovation and examine how these methods are seen by the women for whom they 
were created. Are women trying newer methods, or do they continue largely unaffected by such 
advances? How do past experiences, both positive and negative, influence current contraceptive 
decision-making? The most recent data collected from 2006-2010 indicate that women aged 15-
44 use an average of 3.1 contraceptive methods during their lives.4 These data suggest that many 
women will only use a small number of the many family planning methods available. 
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 To date, only a few studies have evaluated women’s perceptions and experiences with 
contraception over time. Downey et al. explored the contraception decision-making journey of 
young women who were black and Latina through qualitative interviews. From these interviews, 
the researchers identified an iterative, relational, and reflective process in which young women 
made contraceptive decisions.5 Another study explored the contraceptive journey of women age 
16-50 quantitatively, evaluating methods used, reasons for changing a method, and interactions 
with healthcare providers.6 To our knowledge, the current study is the first to address the 
contraceptive journey from the perspective of women in midlife, between the ages of 40 to 55, 
who arguably have the most experience but are rarely included in contraceptive research.7 
Consequently, little is known about the reproductive journeys of women in midlife, who have 
potentially been using contraception for three or more decades.8  
 There is currently much debate among family planning practitioners and researchers 
regarding how to make birth control methods and counseling more patient-centric.9, 10 Efforts to 
move past tiered contraceptive counseling, based on method effectiveness alone, is losing favor 
as reproductive justice becomes the default framework.11, 12 Included in this effort is considering 
the lived, personal experience of the individual as equally important if not superior to the 
evidence-based, scientific knowledge.5, 13 Part of the process that is necessary to elucidate these 
perspectives involves feminist and intersectional qualitative research.14 To this effect, the present 
qualitative analysis explores the following questions: How do women in midlife view their 
contraceptive journey? How have past experiences and relationships shaped their current beliefs, 
perceptions, and attitudes about contraception? What can be learned from women in midlife that 
may help enhance personal autonomy and emphasize lived experience in family planning?  
METHODS 
  Sample. Participants were recruited throughout the Research Triangle area of North 
Carolina, a mid-sized urban community compromised of several smaller cities. Information 
about the study and pertinent contact information was included on flyers placed at women’s 
health clinics and public venues that reach a wide variety of women such as libraries, grocery 
stores, and coffee shops. Recruitment also occurred through snowball sampling: study 
participants were also encouraged to tell friends or family who may be interested about the 
study.15 While there was no a priori number of participants we were seeking to recruit, per 
qualitative traditions we sought to recruit until we reached data saturation.16 
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 The following criteria guided participant recruitment: identifying as a woman, being 
between the ages of 40 and 55, speaking English, and having not yet reached menopause. 
Exclusion criteria included having a permanent method of sterilization or having a partner with a 
permanent method of sterilization. Approval was sought from the Medical University of South 
Carolina’s Institution Review Board (IRB), and the study was deemed exempt from Human 
Subjects Research Regulations. 
 Data Collection. Interested participants telephoned the PI for prescreening eligibility or 
filled out a secure online survey through REDCap. Those who screened eligible were contacted 
to set up an interview time and location. Interviews were face-to-face, individual, semi-
structured, and in-depth. An interview guide steered the discussion and covered topics such as 
contraception, pregnancy planning, and the approach of menopause. The guide was minimally 
revised during data collection based on early interviews. 
 The interviews occurred between September and December of 2019. Interviews took 
place at locations selected by the participants to ensure ease of access and optimum comfort 
level. Most often, interviews occurred at coffee shops, fast food restaurants, and public libraries. 
Each participant was interviewed a single time. Interviews lasted between 35-55 minutes and 
were audio-recorded with a handheld device and then transcribed verbatim. Participant verbal 
consent was obtained by the interviewer at the time of the interview.  
 Data Analysis. The study was conducted within a qualitative descriptive approach. The 
goal of qualitative description is to describe an individual’s experience in that individual’s own 
words at a manifest level.17 Qualitative descriptive methodology is based on the overarching 
principles of naturalistic inquiry, meaning that people are observed and interpreted within the 
social and cultural context of their lives.18 First and second-level qualitative coding was initiated 
by the first author consistent with qualitative descriptive methodology.19 Four overarching 
themes were identified based on thorough review of the first and second-level codes and all 
second-level codes were organized under the relevant theme. 
 The fourth author reviewed all first-level coding for the first 10 interviews and the 
second-level coding for every other interview. Additionally, the second and third authors 
reviewed all coding on a quarter of the interviews and provided input to the final coding matrix 
and themes. Areas of disagreement were discussed and consensus was obtained among all 
authors. Interviews were coded in Microsoft Word and demographic data were analyzed in 
	 61	
Microsoft Excel. Trustworthiness was enhanced through 1) prolonged engagement with the 
transcripts, 2) creation of an audit trail, 3) use of reflexive journaling by the interviewer, and 4) 
member checking with 9 participants. Member checking both assisted in confirming themes and 
also provided further clarification about participants interpretation and understanding. 
RESULTS 
 Of the 32 women who completed prescreening eligibility, 22 participants met all the 
inclusion criteria. Of these 22 women, 20 completed the study and 2 were unable to be scheduled 
for interviews due to scheduling conflicts or being lost to follow-up. Participant recruitment 
continued until data saturation was reached and no new themes were identified. Table 1 shows 
the participants’ demographic information in greater detail. Figure 1 presents the contraceptive 
methods used in the past and current method of the participants. Table 2 presents information 
regarding the sexual behavior of the participants. 
 Four major themes were identified: Pivotal early experiences; changing versus continuing 
methods over the decades; evolution in contraceptive behaviors, beliefs and priorities over time; 
and contracepting as menopause approaches. Subthemes are presented in order of most to least 
prevalent. 
Pivotal early experiences 
 Male condoms and combined oral contraception as first methods. Without exception, 
male condoms and combined contraceptive pills comprised the first methods for the participants. 
Many, especially those in older midlife, noted that there simply were not many choices regarding 
contraception options when they first initiated a method. They saw their options as pills, male 
condoms, or the sponge. While more uncommon in the current landscape, many midlife women 
had experiences with the contraceptive sponge when they were younger. For these women, this 
method was appealing because of its over-the-counter availability but generally had not been 
well liked in terms of ineffectiveness and difficulty of use. 
 Younger midlife women who may have known about other options perceived these 
methods as requiring extra work to access. One woman discussed what she considered a possible 
barrier to contraception when she was in college:  
…I felt like condoms were being tossed around or at health facilities, like being thrown 
around at like, concerts, wherever. Easy access to that, but and... pills, maybe easily but I 
think beyond that it didn't seem like there was access, easy access to, to much more. And, 
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and I had a perception. I don't know if it's true that you really had to, like, explain a lot 
more and be a lot more, kind of, um, confident, almost, to get other options and to ask for 
those. (Participant #1) 
 Contraception to treat a medical condition. Numerous women reported initiating a 
combined contraceptive pill in part to treat a medical condition during their teens and early 
twenties. Medical conditions such as polycystic ovarian syndrome, acne, and dysmenorrhea were  
cited by participants as conditions that improved with the addition of combined hormonal pills. 
Two of the women who were started on pills to treat a medical condition were still using pills as 
their primary method of contraception at the time of the interview, equating to over 30 years of 
use: “Well I got on the pill when I was a teenager because I had terrible cramps- And I basically 
just stuck with it for the rest of my life (laughing). I guess that's kind of boring but- It was 
working fine so.” (Participant #8). 
 Difficult reproductive experiences. Over half of the women interviewed reported a 
difficult reproductive health scenario when they were young and newly sexually active. During 
their first few years of sexual activity, women in this study reported adolescent pregnancy, 
abortion, and risky sexual behavior. Some women also reported difficulty obtaining the 
contraceptive method of their choice, due to family members preventing access or because of 
problems with insurance.  
 The role of mothers. Mothers, or mother-figures, played a large role in how women 
talked about reproductive and sexual health in their youth. More commonly, women reported 
difficult relationships with their mothers. This difficulty manifested in numerous ways, from 
mothers who refused to talk about sexual activity or birth control with their adolescent children 
to mothers who simply tossed contraceptive pills across the dinner table at their daughters 
without further discussion. Several women reported approaching their mothers for help in 
obtaining contraception only to find that help denied. One woman discussed a conversation that 
did not feel age-appropriate to her:  
Well, when I got my period, I was 12, she told me I could get pregnant. And, um, I was 
still playing with Barbie dolls and, um, sex was not something that was on my mind. For 
a very long time, even after that conversation. So I was very confused. So she's not a 
person that I would really go to about anything sexual whatsoever. (Participant #20) 
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 On the other end of the spectrum, one woman spoke about her mother demanding she 
receive birth control at a local Planned Parenthood after being denied access by their government 
insurance. Another woman recalled that she and her friends were able to ask her mother, a nurse, 
questions about sexual and reproductive health in the days before widespread internet access.  
 Additionally, women who had adolescent or young adult children prioritized talking to 
their children about birth control and in many cases helped them select or procure their desired 
method. Women who had negative experiences with their own mothers intentionally tried to 
create open and accessible dialogue with their own children. They expressed a desire for the kind 
of communication and respect that they did not receive themselves at that age. 
Changing versus continuing methods over the decades 
Continuing the same method. Many women reported using fewer than 4 methods during 
their lifetime. Notably, half of the women in this study had not used a hormonal method other 
than the pill. Many of the women who had continued with the same method for decades reported 
no problems with side effects and general ease of use that kept them from needing to change 
methods. One woman said: “I guess I just, I was old-fashioned. I knew what I wanted and I just 
went and got it. And it worked, so I guess I never reopened that box.” (Participant #2) A smaller 
number of women currently using a barrier or non-hormonal method reported previous side 
effects of hormonal birth control that made them wary of all hormonal methods. 
Changing methods over the years. Among women who had used more than 4 methods 
during their life, many discussed changing over the years to find a method that better aligned 
with their lifestyle. For several women, this meant gradually shifting toward methods with 
smaller doses of hormones. For others, it meant exploring nondaily dosing options or switching 
to a coitus-dependent method if they were not frequently sexually active. While the majority of 
women made these decisions on their own, a few women specifically mentioned the role of their 
health care provider in prompting them to explore another option. Generally, these suggestions 
were met positively, as long as the women felt the guidance was individualized to their specific 
situation in life. Suggestions from the health care provider to change a method in the absence of 
an identified problem, however, were met with suspicion and distrust by women in this study.  
Evolution in contraceptive behaviors, beliefs, and priorities over time 
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 Hesitancy with hormonal contraception. Concern regarding use of hormonal 
contraception was a frequently discussed topic by participants. Some reported their hesitancy 
regarding hormones had existed since they started using contraception in their youth. Avoiding 
pregnancy was so important to these women when they were younger that they ignored their own 
hesitancy. As they got older, however, they felt empowered to select a method that was more 
congruent with their desire to avoid exogenous hormones. One woman said, “I've always been 
leery of [hormones], I just really wanted to protect myself from becoming pregnant.” (Participant 
#15) In a few instances, use of non-hormonal methods was made easier by an increase in their 
knowledge about their own reproductive physiology, which helped them to feel more confident 
using fertility awareness or a barrier method. So while beliefs regarding hormones did not 
change, the ability to act on them did. 
 Other women vocalized a more recent hesitancy to use hormonal methods. For some 
women, this meant not using hormonal methods at all, but for others, it meant using methods 
with a lower or more localized dose. Many women expressed a desire to have more bodily 
awareness or a natural hormonal balance and were looking for methods that allowed for 
hormonal fluctuations, ovulation, or both. One woman who had used contraceptive pills for many 
years expressed concern about the length of time she had been using hormonal contraception: 
Um, when I was younger I used the pill, I was not worried about hormones when I was 
younger. Like, I knew there was risks to it, but when I was young I was like "eh, 
whatever, this is the easiest and the best way to do it, and I'm just gonna do it." And then 
as I've gotten older I've thought "You know what? I don't think I should really be on the 
pill nonstop for twenty, thirty years." So, the thought of like, what something is doing to 
my body has gotten more pronounced as I've gotten older. I care more about what it's 
doing to me. (Participant #3) 
 Experiences with side effects or perceived risks. Although some women, especially those 
who had been using the same methods for several decades, reported no problems with side 
effects, many women had experienced side effects that influenced their perceptions of the safety 
and ease of use of contraception. For two women, a family history of breast cancer affected their 
perceptions regarding the safety of hormonal birth control, especially regarding a method 
containing estrogen and their ages. Others had experienced a decrease in their sex drive, an 
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exacerbation of fibroids, and/or fatigue that they attributed to their hormonal contraception since 
the fatigue improved when they stopped using that particular method. A small number of women 
said that side effects they experienced, even if those side effects happened several decades in the 
past, would likely deter them from using a hormonal method again. 
 Changes in sexual behavior or frequency over time. Several women noted sexual 
practices that made them feel less at risk for pregnancy in midlife. Two women in the study have 
had female partners for the last few years, so these participants shared that they did not feel the 
need to use contraception in the same way they did when they had male sexual partners. Others 
expressed that sex was not as much of a priority at this time in their life, usually due to the 
demands of caring for children and working. For these women, using a less effective method 
such as condoms or fertility awareness made sense. One woman summed up her decision: “I 
guess we just kinda decided that like, you know, between not having sex a lot, using one of these 
temporary methods or like in the moment methods, it was good enough” (Participant #11). 
 More empowered in addressing contraceptive needs. Many women described an increase 
in their comfort level when discussing their contraceptive needs with their partner or partners 
compared to when they were younger. For some women, this meant not using a method with 
which they felt uncomfortable. For others, it meant sharing the task of contraception with the 
partner, such as by using male condoms, instead of feeling the need to take care of it all by 
themselves. 
 Several women specifically mentioned that they felt much more comfortable insisting on 
condom use from their partners now than when they were younger. One woman discussed how 
she ensured safety against STIs: “Condoms and plus, now since I'm a little bit more mature, 
you're gonna go take a test for whatever disease before I even think about having sex with you” 
(Participant #31). Women who specifically mentioned that condoms were currently non-
negotiable with new partners were often the same women who had talked about their own sexual 
risk-taking when not using protection in their youth.  
Contracepting as menopause approaches  
 Interest in other methods. Although most of the women interviewed were satisfied with 
their birth control method, some of these women vocalized interest in other methods. Primarily, 
women discussed that they would use the IUDs, especially the levonorgestrel device, if they 
were younger. Some had used the method before and liked it but felt that there would not be 
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enough time left before menopause to use it to justify the hassle of getting an appointment to 
have it placed.   
 Continuing to explore the possibility of pregnancy. While most of the women reported no 
plans for pregnancy in midlife, a quarter of participants were actively trying to get pregnant or 
seriously considering a pregnancy in the future. Women actively trying to get pregnant expressed 
some concern about the likelihood of pregnancy given their age but felt hopeful and excited at 
the prospect of a becoming a mother in midlife. The women considering another pregnancy all 
reported valuing the ability to stop a method quickly and easily while wanting that method to 
allow a quick return to fertility. 
 Birth control dissatisfaction and fatigue. A small number of women reported 
dissatisfaction with their current method; their current method felt like a stopgap measure that 
would see them through to menopause. Women who were unhappy with their current method of 
contraception were more likely than women who were satisfied with their method to report 
feeling fatigued with continuing to deal with contraception in midlife. One woman expressed the 
following: “Me and birth control are ready to break up… I'd say it was a newness in my 20s, and 
a steady relationship, you know, in my 30s, but it's kind of time to have that conversation to end 
things” (Participant #25). Interestingly, all of the women who reported dissatisfaction with their 
contraceptive method felt that it was very important to use a method until reaching menopause. 
DISCUSSION 
 This study explored the ways in which the arc of time influenced the contraceptive 
beliefs, preferences, and attitudes of women in midlife. From reviewing extant literature, it 
appears that this research is the first of its kind to qualitatively address the contraceptive journeys 
of women in midlife. Exploring contraception as a journey over time allows for the inclusion of 
women’s lived experiences, providing space and consideration for specific fears and concerns 
while treating the personal as more important than the scientific. Women in midlife, like women 
across the lifespan, make contraceptive decisions based on numerous individual factors. 
Pregnancy prevention and method effectiveness, once gold standards in family planning research 
and development, may or may not be strongly considered at all times by all individuals.13, 20 For 
women in this study, contraception in midlife was dependent on pivotal first experiences, 
positive and negative experiences with methods over their lifetime, their own beliefs and 
preferences, and how and if they were considering the approach of menopause. 
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 First experiences with seeking contraception are important life events that are often 
remembered long after they occur. At a clinical and policy level, it is essential to ensure that 
women have access to affordable or no-cost contraception at any age. Over-the-counter 
contraception or ensuring parent consent is not required for any family planning service 
including abortion, and more targeted education in schools can help address this from the policy 
level.21-23 There also needs to be a concerted effort to ensure that parents have the right 
information and training to know how and when to talk to their children about sex and 
contraception. Evidence-based educational efforts are necessary to ensure parents have the tools 
necessary to fulfill this important function for their children.24, 25 
 Eight women in the present study expressed hesitation at the use of exogenous hormones 
for contraception. Women were split between those who had felt this way their entire adult life 
and those who had become more wary with age, because of an experience with side effects or a 
concern over specific medical conditions. While the use of hormonal contraception, especially 
the levonorgestrel-releasing IUD, has been touted as an excellent choice for midlife women26, 
these findings suggest that further research is needed on how nonhormonal methods may best be 
used during midlife by women who wish to avoid exogenous hormones. These findings mirror 
the results of a small number of US-based studies focused on adolescent and young women, all 
of which pointed to a hesitancy regarding hormones that is not often discussed clinically.27, 28 
Contradictory results about the safety and risks of hormone replacement therapy (HRT) from the 
Women’s Health Initiative study further compound this hesitancy, especially for women in 
midlife.29 Further exploration of fear and mistrust of hormonal contraception, exogenous 
hormones, and hormone replacement therapy, specifically in the US, is needed. 
 Another clinically relevant finding was that many women vocalized interest in a different 
method but felt that it was too late because of the amount of time remaining before menopause. 
Many of the women who expressed this concern were specifically referring to the levonorgestrel-
releasing IUD, which, at least theoretically, may decrease potentially bothersome 
perimenopausal symptoms such as hot flashes.26, 30 Women reach menopause on average at the 
age of 51, meaning that many of the women who vocalized interest in an IUD would likely have 
received many years of highly effective pregnancy prevention and perhaps even a reduction in 
perimenopausal symptomology.31 Clinical guidelines encourage continuation of contraception 
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until age 55, so clinicians should address the potential benefits to any woman who expresses 
interest in a different method even at an older age.  
 This study was limited in the following ways: Despite the overall high percentage of 
participants who are a racial or ethnic minority, have a lower socioeconomic status, or are a 
sexual minority, many racial and ethnic groups were not represented in this research. 
Specifically, because speaking English was part of the inclusion criteria, non-English speakers, 
which are a significant population in this geographic area, were not able to participate. Focus on 
these communities and other populations, such as gender minorities, would be beneficial.  
 If the past two decades are any indication, contraception will continue to evolve to 
include new devices, delivery systems, and hormonal formulations. By examining the women in 
midlife who have been privy to the changes during their own lifetime, there is much to gain in 
terms of understanding contraceptive beliefs, priorities, and attitudes. The ability to access, use, 
and control contraception when it is desired is a hallmark of reproductive autonomy across the 
lifespan.13 
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Table 1. Demographic Characteristic of 20 Interview Participants 
 Frequency Percentage 
Age, y   
Range 40 – 55  
Mean 45.05  
Median 45  
Gender   
    Female 20 100 
    Transfemale/transwoman 0 0 
Race*   
     White 12 60 
     Black or African American 8 40 
     Native American or American Indian 0 0 
     Asian/Pacific Islander 0 0 
     Other 1 5 
Ethnicity   
     Hispanic/Latinx 0 0 
     Non-Hispanic/Latinx 20 100 
Sexual Orientation   
     Heterosexual or straight 18 90 
     Gay or lesbian 1 5 
     Bisexual 1 5 
Pansexual 0 0 
Household Income   
Less than $10,000 3 15 
$10,001 – $24,999 4 20 
$25,000 – $34,999 2 10 
$35,000 – $49,999  1 5 
$50,000 – $74,999  1 5 
$75,000 – $99,999  3 15 
More than or equal to $100,000 6 30 
Marital Status   
Single 10 50 
Married 8 40 
Widowed 0 0 
Divorced or Separated 1 5 
Prefer not to say 1 5 
Education   
High school diploma or GED 1 5 
Some college, no degree 4 20 
Trade, technical, or vocational training 1 5 
Associates degree 0 0 
Bachelor’s degree 2 10 
Master’s degree or higher 12 60 
Religion   
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Catholic 2 10 
Protestant 1 5 
Non-denominational Christian 7 35 
Jewish 1 5 
Muslim 0 0 
Agnostic 1 5 
Atheist 0 0 
Other 5 25 
None 3 15 






Table 2. Reported Sexual Activity of 20 Interview Participants 
 Frequency Percentage 
Do you consider yourself 
sexually active? 
  
Yes 15 75 
No 5 25 
Have you been sexually active 
in the past two months? 
  
Yes 15 75 
No 5 25 
Currently, with whom are 
you sexually active? 
  
Men 18 90 
Women 2 10 
Both 0 0 
Currently, how many people 
are you sexually active with? 
  
0 5 25 
1 13 65 
2 1 5 



















 This compendium consists of three manuscripts that highlight the unique needs of women 
regarding their reproductive health. Together, this body of research suggests that there is much to 
be gained from listening to voices of women regarding their own reproductive health. In an era 
where health care “gas lighting,” maternal mortality, and attacks on reproductive health are 
increasingly common, it can often seem like women are losing access to their own standing 
within our health care system. 
 The first manuscript, an integrative review of qualitative literature, created a foundation 
for a fuller understanding of women’s perceptions and beliefs regarding contraception. Findings 
from this review included the existence of power imbalances between women and both health 
care providers and sexual partners and the role of societal and communal discourses on 
femininity and motherhood. Many studies also addressed widespread distrust of hormonal 
contraception, the ability to enhance personal agency through contraceptive decision making; 
and a need for open, patient-focused communication. This integrative review highlighted a lack 
of qualitative research involving older women. 
 The research that is described in the second and third manuscripts is an attempt to begin 
filling the knowledge gap identified by the integrative review. Specifically, 20 individual, semi-
structured interviews were done with women between the ages of 40-55 to identify their 
reproductive health priorities, concerns, and needs. Feminist poststructuralism served as the 
theoretical framework, while qualitative description served as the methodological framework. 
 The second manuscript presents the qualitative research findings as organized and 
analyzed specifically within the feminist poststructuralist framework. Findings from this study 
highlight some unique aspects of reproductive health for women in midlife, including: continued 
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concerns about family formation, an emphasis on the natural body and healthy aging, and a 
consideration for how birth control interacts with their body and fits their lifestyle. One 
especially startling finding was the lack of communication from health care providers about the 
specifics of perimenopause and menopause.  
 The third manuscript explores women’s contraceptive beliefs, perceptions, and attitudes 
over the arc of time. Four major themes were identified: 1) pivotal early experiences; 2) 
changing versus continuing methods over the decades; 3) evolution in contraceptive behaviors, 
beliefs and priorities over time; and 4) contracepting as menopause approaches. Past experiences 
with or fear of side effects and hormones were common reasons to change or avoid certain birth 
control methods.  
 As noted previously, the feminist poststructuralism guided the research. As a 
combination of the philosophy of Michel Foucault and feminist scholars like Judith Butler and 
Joan Scott, it highlights the ways in which women live within structures of discourse, power, and 
knowledge that form and continually shape women’s individual subjectivity and agency. While 
this framework has been used in health research, it has never been applied to research about 
reproductive health. This body of work points to how useful the feminist poststructuralist tenants 
are in exploring reproductive health through the lens of social institutions and ways of thinking 
while also considering relationships, knowledge acquisition, and personal empowerment. It was 
an especially helpful framework because it necessitated the consideration of several specific 
areas that may have otherwise gone unexplored. One such example was power dynamics, which 
opened the door to conversations about condom negotiation, who should be in control of 
contraception, and how health care providers can help or hinder access. The tenant of agency 
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lead to explorations of how women assert their own power and autonomy, an area that fit well 
with this more mature, confident, and assertive group of women.  
 Of course, feminist theory is incomplete without a further discussion of the influence of 
intersectional identities on the lives of women. Intersectional theory highlights the ways in which 
individuals live at the intersection of different identities, such as race, class, and gender, which 
combine to create overlapping or interconnected systems of discrimination or disadvantage.(1) 
Women in this study, for instance, who identified as women of color faced a combination of 
discrimination from being both female and black, and often times were also economically 
disadvantaged. as well. Participants who identified as a sexual minority, too, existed at a unique 
intersection of discrimination. A further exploration of how intersectional identities influenced 
women in this research study could highlight new themes and concepts. 
 This compendium is not without its limitations, however. The literature search for the 
integrative review was conducted by a single researcher, meaning that relevant studies may have 
been excluded because of errors in search terms or during the title and subtract review stage. The 
second and third manuscripts have the same limitations because of their shared data source. The 
findings from these studies are limited by the small range of race and ethnicity among research 
participants. Though the sample had a large percentage of women of color, women of low 
income, or sexual-minority women, study participants identified only as white or black. No 
participants identified as Latinx or Asian, partly due to the fact that speaking English was part of 
the inclusion criteria. Additionally, the positionality of the researcher likely effected what 
participants felt comfortable sharing.(2) 
 Going forward, having a team of interviewers with a variety of social, racial, ethnic, and 
linguistic backgrounds would help ensure for a more diverse and comfortable experience for 
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participants. Additionally, including women in the target age-range in the creation and 
dissemination of recruitment material is an important oversight made during this research study. 
Including the opinions of women in midlife would help ensure that possible research participants 
are fully able to see themselves on flyers, posters, and other study material. Notably, it was 
surprisingly difficult to find images on a large online database of women who appeared to be 
between 40 and 55 who were not photographed with children or with older adults. Women in 
midlife are often made to feel invisible, both figuratively and apparently literally, as well. 
 The research that went into this compendium will serve as the groundwork for much of 
my future research pursuits. Next steps include further work on this research as an Abortion Care 
Training Incubator for Outstanding Nurse Scholars (ACTIONS) postdoctoral fellow at the 
University of California at San Francisco. In this role, I will continue to collect qualitative data 
collection using online recruitment in attract participants with a wider range of variation of 
experiences. I will use this same online recruitment methodology to test specific scales and 
questionnaires used widely in reproductive health to assess their validity on women in midlife. 
Additionally, quantitative analysis on specific methods used by midwife women as collected in 
national databases will be analyzed.  
 There are both clinical and health policy implications that can be drawn from this 
research. Both the integrative review and the qualitative research identified a hesitancy by many 
women regarding hormonal contraception. While there is much consensus in the health care 
community regarding the safe of hormonal methods, many women discussed either an adverse 
event while on hormonal birth control or a concern for the role hormones have in affecting their 
overall health. Hormonal methods makes up the overwhelming majority of contraceptive option, 
	 78	
and only one nonhormonal method is considered highly effective.(3) Further research into 
nonhormonal method development and dissemination is necessary to meet that needs of women. 
 While very few women identified barriers to contraception in the past, barriers that were 
mentioned were almost always due to insurance coverage. Increased access to insurance with 
coverage gaps, either through an expansion of the Affordable Care Act or through a universal, 
public-only option, would help ensure that women are not forced to use less effective methods 
such as condoms if this is not their desire. Another essential component to decreasing 
contraceptive barriers to women throughout their reproductive lives is the contraceptive mandate, 
which ensures that all birth control methods are covered at no charge.(4)  
 Additionally, there are several ways in which results from this study can be used toward 
the creation of interventions and patient-centered outcomes research. The fact that many women 
in midlife still desire a pregnancy means that health care providers should assess pregnancy 
desire, ambivalence, or avoidance at every health care encounter until menopause has been 
established. Partnering with reproductive life planning campaigns such as One Key Question® 
would ensure this information is distributed widely.(5) Women in this study also reported little 
communication from health care providers and a desire to learn about the spectrum of 
perimenopausal symptoms. Interventions that increase communication about perimenopausal 
symptoms and treatment options, including birth control methods that may alleviate side effects 
such as hot flashes and vaginal dryness, should also be considered. 
 Women in midlife both deserve and need originally, thoughtful research on the topics that 
are important to them. Research involving contraception often limits the age-range of 
participants to 35, or 40 at the oldest while much literature on reproductive health generally stops 
after menopause.(6) Age alone cannot signify the beginning or end of specific health concerns. 
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The needs, concerns, and priorities of individual women should be at the forefront of every 
encounter with a health care professional and at the heart of every researcher question 
concerning them. These manuscripts help shed light on what is both unique and universal about 
women in midlife regarding to their reproductive health, but the onus remains on providers and 
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Introductory Script for Interviews for Manuscripts 2 and 3 
 
  
IRB Number: «ID» 





Thank you for your willingness to participant in this research exploring reproductive health in 
midlife women. The research team and I are very thankful that you are willing to give your time 
and personal experience to help us explore this topic in greater detail. Midlife women are often 
excluded from research on reproductive health and we are hoping to draw attention on this 
important time of life. 
 
Before we begin, I would like you to remember that participation in this research is voluntary, 
meaning that it is entirely your choice. You can always decline to answer a specific question or 
stop the interview at any time. 
 
The interview should take anywhere from 45 to 90 minutes. This interview is being audio-
recorded and at the completion of the interview, each word of the interview will be transcribed. 
Additionally, part of the evaluation of our study findings involves double checking themes and 
concepts identified during these interviews. I may call you anywhere between 4 and 8 weeks in 
the future to do this. If you would prefer that I not reach out to you, please let me know now. 
 
The risks of participating in this research are minimal and I would like to review them with you.. 
There is a risk of loss of privacy and confidentially. This risk is increased especially is if you 
choose to have the interview take place in a public location, such as a restaurant or public 
building. There is also the risk that some of these questions may be upsetting to you. Please 
know that you can skip any questions that you do not wish to answer. 
 
There are no benefits to you personally from participating in this research, however we hope that 
this research will benefit women in the future. 
 
What questions can I answer for you? 
 





Thank you for participating in this research, we have reached the end of the interview. I may be in 
touch later to confirm a few of themes I identified from your interview, would this be OK? Can I 
confirm the best way to reach you? You have my contact information as well if anything comes up or 
you think of anything else you could like to add to your answers. Thank you so much for your 

























































































Pre-eligibility screening questions for participants in Manuscripts 2 and 3 
 
Question Yes No 
Does the patient speak and understand 
English? 
  
Is the patient between 40 and 55?   
Does the patient identify as female?   
Has the patient reached menopause, as 
defined by 12 month without a menses 
while not on contraception? 
  
Does the patient have a nonreversible 
method of contraception? 
  
Does their partner have a nonreversible 
method of contraception? 
  
 
Participant’s prescreen eligibility status    Study Pre-screen Eligible 
         Study Pre-screen Ineligible 
 
 
Interview Date: _______________________________________________________ 
Interview Time: _______________________________________________________ 
Interview Location: ____________________________________________________ 
In need of transportation assistance?      Yes 








Demographic Survey for Participants in Manuscripts 2 and 3 
 
Age: What is your current age? ___________________ 
 
Gender: Do you consider yourself to be: 
1. Male 
2. Female 
3. Trans male/Trans man 
4. Trans female/Trans woman 
5. Genderqueer/Gender non-conforming 
6. Prefer not to say 
 
Race: Do you consider yourself to be: 
1. White 
2. Black or African American 
3. Native American or American Indian 
4. Asian/Pacific Islander 
5. Other 
6. Prefer not to say 
 




Sexual Orientation: Do you consider yourself to be: 
1. Heterosexual or straight 
2. Gay or lesbian 
3. Bisexual 
4. Pansexual 
5. Prefer not to say 
 
Household Income: What is the total combined income, before taxes, of everyone living in your 
home? 
1. Less than $10,000. 
2. $10,001 to $24,999. 
3. $25,000 to $34,999. 
4. $35,000 to $49,999. 
5. $50,000 to $74,999. 
6. $75,000 to $99,999. 
7. $100,000 or more. 
8. Unknown 






Demographic Survey for Participants in Manuscripts 2 and 3 
 
Marital Status: What is your marital status? 
1. Single, never married 




6. Prefer not to say 
 
Education 
1. No schooling completed 
2. Nursery school to 8th grade 
3. Some high school, no diploma 
4. High school graduate, diploma or the equivalent (for example: GED) 
5. Some college credit, no degree 
6. Trade/technical/vocational training 
7. Associate degree 
8. Bachelor’s degree 
9. Master’s degree or above 












10. Prefer not to say 
 
CONTRACEPTION 
1. Have you ever used a method or practice to prevent pregnancy? 
Yes 
No [If no, skip to FERTILITY section] 
 
2. Are you currently using a method of birth control? 
Yes 






Demographic Survey for Participants in Manuscripts 2 and 3 
 
3. Circle all that apply 
 Pills Patch Ring Shot IUD Arm 
Implant 
Condoms FAM Withdrawal Diaphragm/Cap Spermicide 
Which 
methods/practices 
are you familiar 
with? 
1 2 3 4 5 6 7 8 9 10 11 
Which have you 
ever used in the 
past? 
1 2 3 4 5 6 7 8 9 10 11 
Which method are 
you currently 
using? 
1 2 3 4 5 6 7 8 9 10 11 
 
 
PREGNANCY & FERTILITY 
1. Have you ever been pregnant before? [Circle one] 
Yes 
No [Skip to question 3] 
Prefer not to say [Skip to question 3] 
 
SEXUAL ACTIVITY 












Prefer not to say 
 




More than two 




Interview Checklist for manuscripts 2 and 3 
 
1. Introduction, what we'll be doing (demographic information, brief overview and 
interview, compensation), time frame (1 hour?) 
2. Participant characteristics - review by me on the computer 
3. Intro statement - recorded 
4. interview - recorded 
5. End statement - confirm if they are OK to be contacted later, best way to reach them 
- recorded 
6. Offer gift cards, record information in excel sheet 
7. Give cards for snowball sampling  
 
 
 
 
